Dear Editor, Mr Law has contributed so much to the surgery of ankylosing spondylitis that it is easy to understand his surgical emphasis (October Proceedings, p 715). Yet it would be wrong not to put surgery for this disease in perspective. Of nearly 200 patients with ankylosing spondylitis, sufficiently severe to be admitted for regular courses of hydrotherapy and remedial gymnastics to our hospital, only 6 have had cervical osteotomy, none have had lumbar osteotomy and there have been 15 hip operations. A few have declined surgical help and 2 have had an orthopedic condition not mentioned in the paperstress fracture through an already rigid spine Pain is unreliable in deciding whether to operate. Most patients with ankylosing spondylitis complain surprisingly little, even with disease which is evidently severe. As with other diseases of joints, pain is either inflammatory, or mechanical or a mixture of both. Few students of rheumatic diseases would unconditionally agree that 'further pain and stiffness ... become the main indications for surgical intervention'. The main indication for surgery, surely, is its ability, in selected cases, to improve mechanical function. Pain comes into this only if it has failed to respond to medical measures and is interfering with function. Pain can be controlled in most patients by combinations of anti-inflammatory and analgesic drugs. In very severe cases ACTH is useful, in short intense courses, to control pain initially. It can be withdrawn when the rest of the treatment regime has been established. Pain by then has usually ceased to be a major problem. There are exceptions, of course. The mechanical pain of a stress fracture or pain arising from a badly damaged but not yet ankylosed hip joint are examples. Otherwise the inflammatory element in ankylosing spondylitis pain predominates and even when pain arises at the junction of a stiff and mobile segment of the spine the inflammatory aspect usually responds to the normal anti-inflammatory drugs.
About fifteen years ago Dr Harry West, who made one of the important early studies establishing the familial aggregation of ankylosing spondylitis (and incidentally its lack of aggregation with rheumatoid arthritis) said of radiotherapy that it was a useful treatment in ankylosing spondylitis when other measures didn't work -but that he hadn't needed to use it for ten years. Radiotherapy is now almost solely of historical interest and perhaps the only indication for it is if one of the peripheral joints is especially 'active' when the rest of the joints and spine are not. I have also used it once when a patient lived so far from a medical centre that he was unable to get the regular bloodtest supervision which drug therapy would require.
The greatest enemy of the spondylitic is immobilization. In this, ankylosing spondylitis differs radically from rheumatoid arthritis. In active rheumatoid arthritis the joints deteriorate and the patient feels more ill if he attempts to force himself to persist with normal exercises and activities. With rest there is often a rapid improvement. If a patient with ankylosing spondylitis can keep physically active he feels better and the markers of inflammation such as the sedimentation rate may also improve. In the bad old days of misdiagnosis of ankylosing spondylitis for Pott's disease, patients were put in plaster beds or jackets from which they emerged as statues, rigid from neck to coccyx. This need for mobilization and the tendency to stiffen and ankylose if the spine is immobilized is true also for the peripheral joints. 'It is the doctor's job to control pain and the patient's job to keep moving' is the motto which our patients, and our staff try to follow. We have shown that patients gain an average half an inch in height and in chest expansion after two to three weeks at the residential courses of physiotherapy for ankylosing spondylitis here. Almost all sufferers feel that the treatment is worthwhile. Most book a further course a year ahead. Many say.that but for these residential courses they would have difficulty keeping at work.
Is severe deformity, of the type which often comes to surgery, prevented? We would like to think it is but it is hard to prove. As patients value their treatment so much, it is impossible to mount a controlled trial comparing untreated with treated patients. But a man who has had to give up playing darts at his local pub because he could not get his head up to see the board and then finds that he can do this easily and without pain takes a lot of convincing that deterioration has not been prevented. Indeed, sufferers from ankylosing spondylitis, asking why specialized courses of remedial gymnastics are not much more widely available in Proc. roy. Soc. Med. Volume 70 January 1977 this country, have formed a National Ankylosing Spondylitis Society among the aims of which is to put pressure on health authorities to provide better facilities. As a cost/benefit exercise one young wage earner kept at work as a producer, gives benefits far greater than the cost of many courses of treatment for such spondylitis groups.
The impact of the discovery that practically all ankylosing spondylitis patients carry the leukocyte antigens HLA B27 has only just begun to be felt. Diagnostically it is clear that all forms of ankylosing spondylitis are the same, whether associated or not with Reiter's Syndrome, ulcerative colitis, Crohn's disease, familial Mediterranean fever &c. Counting those who complain to their doctors or who attend hospitals, the prevalence of ankylosing spondylitis in this country is about two or three per thousand in men, and with approximately onetenth of that in women. But about 5 % of the population are HLA B27 positive, both in men and women. Studying blood donors who have this antigen, Calin et al. (1975, New England Journal of Medicine 293, 835) have evidence that back pain of an inflammatory sort, with or without sacroiliac radiological changes, may occur in 20 % of those who carry the antigena prevalence in the country of about 1 %. Indeed, orthop;edic surgeons and those who look after back-pain clinics are increasingly using HLA B27 status as a screening test since it indicates those in whom back pain might be the presentation of ankylosing spondylitis. The practice is frowned upon at present because sera for testing are scarce. Nevertheless, experience in Europe and the United States already suggests that the demand will grow considerably. At present the test has most value as a negative as it is rare in this country for sufferers from ankylosing spondylitis not to be positive. Yours The history of varicose veins is bedevilled with ineffective methods of treatment being vesurrected and abandoned and I am afraid we have yet another example in the paper by Messrs Scott and Dormandy (November Proceedings, p 852).
Their method of outpatient percutaneous ligation of varicose veins was accurately described by Michael Wilson, twenty-three years ago (1953 ( , Lancet i, 1273 with almost exactly the same diagrams! It was tried at that time by a number of people and was found to be quite useless on a long term basis, although 'early results were encouraging'.
The great problem with the treatment of varicose veins is that it is an extremely common condition and there are no beds and no specialist surgeons in the NHS to deal with them. And although ten per cent of the population in this country suffer from varicose veins, it rather looks as if this sad state of affairs will continue for ever. Hence, the resurgence of old, failed, temporary stop-gaps, in which I include compression sclerotherapy, in the hope of stemming the tide.
Accurate, time-consuming surgery is the only way of curing varicose veins. STANLEY RIVLIN 28 October 1976 Family Reactions to Child Bereavement From Dr Colin Murray Parkes Department ofPsychiatry, The London Hospital, Whitechapel, London El JBB Dear Sir, As Dr Morris says in his paper the topic of bereavement is an important one which has been largely ignored by the medical profession. Moreover the death of children has been particularly glossed over as if the singular advances in medicine which have taken place in the last century had removed the problem altogether. The four papers from the Section of Paediatrics which are published in the Proceedings (November, pp 835-844) make it clear that there can be no justification for this attitude.
The psychological and social consequences of the death of a child, whether it occurs before or after the child's birth, are always serious and sometimes devastating to the family in which it takes place. Yet many ofthe worst consequences of bereavement result from our failure to inform, advise and support the family through this crucial transition.
This conclusion requires us to reconsider the basic assumptions which underlie the health care system. It calls in question many of the cherished principles of cure-orientated and patient-centred care and implies that the following principles be adopted: (1) The unit of care should no longer be the patient but the family which includes the patient. Family members are not intruders, nor are they honoured guests within the portals of our hospitals. They are there as of right and we should place their interests high in our scale of priorities.
(2) To provide care we must understand the nature of the psychological and social consequences of disease, be it in the patient or in the family, and we
